INTRODUCTORY.
A CASE of acnitis seen in its earliest stages and quickly yielding to treatment based upon intestinal disinfection appears to us to be of sufficient interest to justify a few remarks. We are also induced to make these observations, because we believe that the disease is by no means as rare as is usually stated, but is probably not diagnosed because it is insufficiently known to the ordinary practitioner of the Tropics in which, so far as we know, its presence has previously only been recorded by Castellani as being occasionally seen in Ceylon.8 So far as we know, the case we are about to describe is the first recognized in Africa and in an Egyptian. KHARTOUM CASE. Early in June of this year an Egyptian soldier, aged about 27, complained of an eruption on his face and neck which had begun suddenly, and was accompanied by slight fever. He was at once admitted into the Isolation Ward of the Military Hospital, when his temperature was found to be 100°F. Next day the fever subsided, and the temperature became and remained normal, while a few spots appeared upon the dorsa of the hands. As he did not improve, and as there was a difficulty concerning the diagnosis, we were asked to examine him on the fifth day after the first appearance of the eruption. FIG. 1. ' First eruptioln on the fifth day. The photograph is printed very darkly in order to show the papules; the man's skin is really light coloured, vide fig. 3 . Photograph.
The diagnosis of acnitis was easily made as the individual papule and the distribution of the rash were perfectly typical. The eruption consisted of raised papules distributed on the face, the ears, the neck, and the dorsal aspect of both hands, and nowhere else. With regard to the face ( fig. 1 ) these papules were well marked on the forehead, nose, cheeks and chin, but they did not extend on to the hairy scalp. They, however, passed backwards along the cheeks to the ears, where they were almost confined to the rims, and also downwards ( fig. 5 ) from the cheeks to the lateral aspect of the neck where they were closely set, forming, in places, definite patches. From the sides they spread round to the back of the neck (fig. 4 ), where they also formed confluent patches. On the hands ( fig. 6 ) only isolated papules were noticed, and these were confined to the backs of the hands from the wrists to the first phalanges.
The distribution appeared to be limited by the clothing to the region -exposed to light, and was also characterized by a more or less bilateral FIG. 3. Cured. Photograph.
-symmetry. An individual lesion commenced under the epidermis as a rather shotty papule, which was better felt than seen, but this quickly became elevated and acquired a brownish red colour, attaining, in many instances, the size of a split pea, and being somewhat firm to the touch.
The skin%intervening between individual papules appeared to be normal 4fig. 1), except in the confluent areas when the whole region was reddened, probably owing to the juxtaposition of the lesions. Some of the papules showed comedones, but the majority did not, while pustules were not observed at this stage, and, on pricking, a papule exuded only blood. There was no itching nor other disturbance of sensation.
The patient was at once treated by intestinal disinfection, as will be detailed below, with the result that the rash rapidly melted and disappeared, leaving no scars. So efficacious was this method of treatment that in about five days only a few papules were left. The treatment was then stopped, and the man sent to his usual work, but in about one week the eruption returned on the face (fig. 2) and neck, but not 'so extensively as in the first instance, while the hands completely escaped. There was, however, a marked difference in this second eruption in that some of the spots contained pus, as could be demonstrated by pricking them with a needle, although they did not markedly differ in general appearance from the fully developed papule of the first eruption. Where some of the papules were chafed by the clothing, typical pustules could be seen. With this second eruption there was again a slight First eruption, fifth day, dorsum of hand. Photograph.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from rise of temperature-i.e., to 1000 F., which, however, subsided in about twenty-four to forty-eight hours.
As the man looked ill his chest was carefully examined, but nothing abnormal could be detected beyond a slight prolongation of the expiratory sounds at the right apex. His sputum, which was very scanty, was carefully examined on more than one occasion for tubercle bacilli, but with negative results. Von Pirquet's cutaneous tuberculin reaction was tested on the left forearm, and gave a markedly positive reaction of the character + + + (i.e., with well-marked redness, infiltration and vesiculation). It was of the type of a persisting reaction, reaching its maximum intensity about the third day, and persisting for about a week, and was associated with slight fever, lasting for a couple of days.
The contents of a papule were injected subcutaneously and intraperitoneally into a guinea-pig with negative results, the animal being alive and well six weeks after the injections, when it was killed and carefully examined, also with negative results.
The patient was again placed upon intestinal disinfectants, when the eruption completely and quickly disappeared ( fig. 3 ), and he has remained quite well up to the time of writing-i.e., some two months after the cessation of the second eruption.
PATHOLOGICAL HISTOLOGY.
Two very young papules were excised from the first eruption, and one older papule and a pustule from the second eruption, and on this material the following study of the pathological histology is based: Young Papule.- Fig. 7 shows the epidermis covering a portion of the young papule depicted in fig. 8 . The stratum corneum and the stratum lucidum appear to be normal, as does the stratum granulosumn, except that in places its cells are swollen and vacuolated. The rete Malpighii and the stratum germinativum may be normal, possessing in places cells in various stages of karyomitosis, but on the other hand these layers, the latter especially, may be by no means normal ( fig. 7 ). In such places it is seen that the intercellular spaces are increased in size, while the cells are shrivelled, and possess a darkly-stained cytoplasm and nucleus. These two processes-i.e., the increase in size of the intercellular spaces, and the decrease in size of the cells-produce a peculiar sponge-like appearance (fig. 7 ), and are most clearly seen in cells covering a papilla. In the papilla itself (figs. 11 and 14) the lymph spaces are dilated, and appear to be connected with the dilated intercellular spaces of the epidermis. The vessels of the papilla are also dilated, but there is at this stage only a very small amount of cellular exudation. In the corium the most marked pathological features are the dilatation of the vessels and lymphatics, together with the cellular exudate in connexion with the former (figs. 11 and 12). This exudate ( fig. 9) consists of endothelial cells and small lymphocytes. In addition to these vascular changes there is also a general increase in the numbers The above comprise all the abnormal histological changes which we have been able to find in our young papules, and they may be summarized as follows
(1) Shrinking of the deeper cells of the epidermis, associated with enlargement of the intercellular spaces.
(2) A general dilatation of the vessels of the corium associated with an exudate composed of endothelial and lymphoid cells.
(3) A general dilatation of the lymphatic spaces.
(4) An increase in the numbers of the connective tissue cells.
(5) Patches of degeneration in the connective tissue fibres. It appears to us that these pathological findings are capable of being classified into those produced by the direct action of the causal agent, whatever it may be, and those due to the reaction of the body against this causal agent, and our classification is as follows: 
Section of Dermnatology
We may, therefore, conclude that, whatever be the nature of the causal agent, its action is in some way associated with the changes found in small areas of the cells Qf the epidermis, and that probably this is an important pathological feature, as the connective tissue degeneration can hardly be of very great moment with regard to the disease.
Older lying in the intercellular spaces of the epithelium. The whole coriu?n is cedematous with dilated vessels and lymphatics, and is invaded by a cellular exudate consisting of endothelial cells, lymphocytes, with a few polymorphonuclear cells and some giant cells of the Langerhans type, which form a most striking feature in the sections. The connective tissue cells are also considerably increased in numbers, while the fibres show more marked degeneration than was seen in the younger papules. A peculiar feature, noted by other authors, was seen in one vessel, and this was the proliferation of the endothelial cells which completely occludea this small superficially situated vessel. No hair follicles, sebaceous glands or sweat ducts were observed in any of these sections. The above changes differ from those described in the young papule in the following additions:-
(1) The presence of polymorphonuclear cells.
(2) The appearance of giant cells. (3) The more diffuse nature and greater extent of the cellular exudation.
(4) The more extensive changes in the rete in places.
Pustule.-When a pustule, excised from the second eruption, is examined ( fig. 16 ) it will be noted that there is a marked thinning of the epidermis in the centre of the specimen, and that here the stratum corneum is flattened, while there is an absence of stratumiit luciduit and stratum granulosun. The prickle cells are reduced in number and vacuolated while the stratum germiinativumi appears to be wanting. FIG. 15. no Exudate around the sweat ducts from the same specimen as fig. 8 . Photomicrograph. (x 60.) In the coriurn the papillke and the connective tissue have disappeared, and their place is taken by a cellular mass ( fig. 16 ), largely composed of polymorphonuclear leucocytes, with which are mingled connective tissue cells, some with branched processes, while more laterally as regards the centre of the specimen endothelial and plasma cells can be seen.
In addition to these cellular elements blood-vessels and numerous granules can be observed. When the section is examined more laterally it will be noted that the epidermis possesses a thicker stratuin corneuin as well as some signs of a stratumn granulosum, while the rete Malpighii is well developed, though the cells are vacuolated, and the intercellular spaces show nuclei, which may well be the remains of polymorphonuclear leucocytes which have wandered there. The stratum germiniativont is to be seen in places. As regards the coriumn the papillae The histology of acnitis lesions was first investigated by Tilbury Fox, who noted atrophy in the deeper cells of the rete Malpighii, absence of the papille, dilatation of the vessels, and a cellular exudate throughout the corium. All of these points are clearly visible in our sections.
The next observation with which we are acquainted is that imade by Darier upon a young papule, and a pustule derived from the second of Iarth6lemy's cases. These two authors concluded that the disease was a subacute peri-follicular or follicular inflammation in which the corium was infiltrated by lymphocytes, epithelioid cells and giant cells (Langerhans type) which in places were arranged in tubercle-like nodules. Neither Koch's nor any other bacillus or coccus could be demonstrated, while animal inoculations of the contents of a pustule made intraperitoneally, subcutaneously and intra-ocularly were all negative. The follicular relationship is not seen in our section, but otherwise there is a general agreemiient.
Unna, under the heading " Spiradenitis dissenminata suppurativa,"
gave an account of the histology of a papule given to him by Dubreuilh, which in many points closely resembles some of the descriptions of acnitis, though it is usual to consider Unna's description as applying to folliclis. He noted particularly the necrosis of the prickle layer of the follicle around which there was an infiltration of spindle cells, plasma cells and giant cells associated with a degeneration in the fibrous tissue. The connective tissue cells around the sweat glands were increased in numbers and formed large spindle cells and were associated with plasma cells and a few leucocytes, and later with giant cells. He also noted that this exudation of cells extended along the sweat ducts up to the epidermis and was also present along the blood-vessels, especially along those of the papillk. There can be no doubt that there is a general agreement between Unna's observations and our descriptions, but the clinical characters of the case from which Dubreuilh obtained this particular papule are not described, and it may have come from an acnitis patient. Galloway, according to Crocker, found a general reseinblance to tuberculosis in the lesions which he exaluined, while according to the samue authority Pernet found that the sweat coils were disorganized by an inflammatory leucocytic infiltration which partially involved the hair follicles and was associated with a perivascular infiltration, but neither of these observers could detect any tubercle bacilli. Our sections show much the sam-iie structure, while Pernet's description seems to resemible that given for our pustule.
Schaimberg, according to Colcott Fox's extract of his paper, recorded the presence of an inflamiatory cellular exudate extending throughout the coriun. This exudate was composed of fibroblasts, epithelioid and niast cells with giant cells here and there, and was associated with a central coagulation necrosis. In some sections there were collections of polm7niorphonuclear leucocytes resembling an abscess. He also descriled the dilatation of the lyIm1ph spaces and blood-vessels, as well as the general cedema, and drew attention to the proliferation of the endothelial cells of spme of the capillaries and veins. He stated that the more superficial of the sweat glands were involved in this process.
No tubercle bacilli could be found in the sections, and negative results were obtained with Calmiiette's ophthallmic test and with injections of tuberculin, and with animzal inoculations. The only history of tuberculosis was its occurrence in a paternal grandfather.
Schamberg's findings agree with our descriptions, but his tubercutin tests were negative whereas ours were positive.
In 1914 Oliver gave an interesting account of a Danish case which he examined histologically, noting a blood-crust on the surface of the papule, an absence of the stratum granulosum, poor staining of the prickle cells, pooil definition of the basal cells, associated with an absence of papillae and the presence of a cellular exudate in the corium, which was composed of lymiiphocytes, polymorphonuclear leucocytes and giant cells, in association with some miiast and plasma cells around the sebaceous glands, where he noted a tubercle-like grouping of these cells. The sweat glands were mostly destroyed. No tubercle bacilli could be detected in the sections, while inoculations into guinea-pigs gave negative results, as did von Pirquet's tuberculin cuti-reaction, as a second positive result after a negative is in his, and our opinion, without value. This patient's mother, however, died of phthisis, so that there was a distinct history of family tuberculosis.
A consideration of the above descriptions shows that they are in general agreement with our observations, and brings out clearly the tubercle-like appearance of portions of the lesions associated with an absence of tubercle bacilli. It is also evident that our young papules illustrate an earlier stage of the disease than any hitherto described.
Su7nunary.
The results of the histological and experimental researches made by ourselves and by other observers may be summiarized as follows:
(1) The earliest changes which so far have been noted are lesions of the deeper cells of the epidermis and of the fibres of the connective tissue lying in the subjacent coriulI.
(2) Associated with these changes there is an increase in the numirbers of the connective tissue cells, together with a dilatation of the vessels and lymphatics of the corium and with a cellular exudate consisting of lymphocytes and endothelial cells and later giant cells (Langerhans type), plasm a cells and polymorphonuclear leucocytes.
(3) Still later a pustule is fornmed and glands and tissues in the corium disappear.
(4) No tubercle bacilli can be seen in the lesions, and animal inoculations are invariably negative as regards tubercle bacilli and other organisms.
(5) Tuberculin tests applied to the patient may or may not be positive.
(6) The character of the lesions when associated with giant cells is tubercle-like.
(7) There is often some family history of tuberculosis.
LETIOLOGY.
Five cardinal features of the present case appear to us to have an important bearing upon its causation, and they are (1) The more or less nmarked bilateral symmetry of the lesions.
(2) The ease with which the signs of the disease were relieved by intestinal disinfection.
(3) The limitation of the eruption to areas of skin exposed to light.
(4) The absence of tubercle bacilli in the cutaneous lesions and in the sputum.
(5) The positive nature of von Pirquet's tuberculin cuti-reaction. In our opinion the first indicates the presence of a poison passing into the skin from the general circulation, while the second favours the view that in all probability this poison was manufactured in the alimentary canal, and the third seemDs to explain the distribution of the eruption, while the fourth shows that the lesion is not directly due to the tubercle bacillus or its toxins. * With regard to the fifth point-i.e., the positive tuberculin cutireaction, it lmlay be explained by assuming that the tubercular antigen, generated in small quantity in a remote tubercular focus, and being carried round the body by the circulation, sensitizes the cells, producing a condition which lasts for a long time. This condition of the cells may be regarded as being due to the formation of sessile antitubercular amiboceptors which, together with whatever chemical substance (perhaps sonme ferm-lent but not complement) is united to one ariim, form the chemical product variously called the anap7hylactin of Anderson or the sensitizin of TVeil.
The free arm of the amboceptor uniting with the injected tuberculin, which is an anaphylactogen, produces a tuberculin antituberculin0 conmplex which gives rise to a poison-the aniaphylotoxini-producing the signs and symptoms of the reaction, which are limited by the mnethod of applying the tuberculin, and are mostly local in the cutireaction because the tuberculin is only applied superficially and not subcutaneously.
This explanation, which is based upon. the experiments of von Pirquet and of Friedberger, is also supported by the fact that, associated with the rather severe cuti-reaction produced in our patient, there was a rise of temperature, as is the rule with subcutaneous injections of tuberculin, which agrees with Friedberger's observations that the rise or fall of the temnperature in experiments on anaphylaxis depends upon the dose of the antigen which, if small, is associated with a rise, and if large, with a fall.
If these interpretations of von Pirquet's and of Friedberger's experiments are accepted, then von Pirquet's tuberculin cuti-reaction must be looked upon as being of the nature of a local anaphylactic phenomenon taking place in persons whose cutaneous cells have been affected by small doses of tubercular antigen, perhaps generated in some remote focus long before the application of the test. These views, supported by von Pirquet's experiments upon himself, explain how a positive reaction may be induced in non-tubercular persons by a second inoculation of tuberculin, and also point to the fallacy of any deduction as to the presence at any time of tubercular antigen in such persons. Hence our agreement with Oliver in rejecting the positive nature of the second cuti-reaction in his case as any evidence per se of there being ainything tubercular in his acnitis patient.
As to the, source from which acnitis patients can acquire their tubercular antigen there is a growing suspicion, originally based upon von Pirquet's researches in Vienna, that, at all events in Europe, the great m-ajority of the children of the poorer classes of large towns becomlae infected with the tubercle bacillus in some way or another by the time they reach the age of 12. This infection, even if it is suppressed fairly quickly by the natural bodily processes, appears to be capable of impressing its influence upon the cutaneous cells or, in other words, of sensitizing them and.of laying the basis for tuberculide eruptions.
With regard to the particular cuti-reaction which we obtained in our patient, it agrees with the characters laid down by Kolmer as indicating the presence of inactiye lesions in an adult patient, and is not in disagreement with our clinical obs-rvations.
We therefore conclude, with regard to the special case of acnitis which we are considering, that : (1) Some time in his life tubercular antigen has been formed somewhere in his body, and that though this may have been produced miierely in small quantity during a limited period, it was sufficient to sensitize the cells of his skin.
(2) At present he has no very active lesion in his body. Friedberger's work has shown that the successful production of anaphylotoxin is influenced by physical conditions, such as temperature, being produced more rapidly at bodily temperatures than at low temperatures. This adjuvant action appears to be of considerable iinportance when it is borne in mind that anaphylotoxin is an unstable substance and is rapidly split up into less toxic or even non-toxic products. It is therefore possible that in applying the results of anaphylactic experiments to mian, physical as well as chemlical conditions may require consideration.
The physical conditions associated with the tuberculin cuti-reaction have not been studied, but there appears to us to be a definite physical influence associated with acnitis, and this is sunlight. Therefore, in searching for possible factors in the causation of this patient's acnitis, we are compelled to take into consideration (1) Anti-tuberculin amboceptors.
(2) An unknown intestinal bacterial product.
(3) Sunlight.
Sectiont of Dermatology
If we comipare these possible factors with those considered to be necessary for a positive cuti-reaction a remarkable similarity can be demonstrated as follows:- We will now consider these four possible acnitis factors in greater detail:-(l) Antituber citlar A inboceptors.-With regard to this factor, its presence in our case appears to be rendered probable by the positive reaction obtained with von Pirquet's tuberculin cuti-test. In studying such literature as we are able to obtain in Khartoum we have been imiipressed with the fact that, although research for tubercle bacilli in the lesions by histological methods and by animal inoculations have been invariably negative, still in all cases there has been evidence of some relationship between the disease and tuberculosis. This relationship nmay be traced by one or more of the following four tests:
(a) There may be a family history of tuberculosis. (b) There may be a personal history of tuberculosis.
(c) Tuberculin tests may be positive. (d) The lesions exhibit a tubercle-like appearance in some places. As far as our researches go it appears that the fourth test is invariably present and is usually associated with one of the others. Cases resembling that described by Schamberg, in which the ophthalinic reaction and tuberculin injections were negative, are balanced by a history of tuberculosis in a paternal grandfather and by the histological findings. With reference to this family history, it is most interesting to compare it with Cooke and Vander Veer's researches on human sensitization, in which they show that offspring are not born sensitive, but can acquire a tendency to sensitization through a non-sensitized parent from a grandfather. Therefore, without attempting to explain these negative results, we conclude that there is often evidence in the family and personal history of the patients, sometimes supported by tuberculin tests and always by the histological evidence, in favour of the theory as to the presence of anti-tubercular amitboceptors in acnitis cases. We would, therefore, classify the disease as a tuberculide, if this term be taken to mean a lesion in the causation of which the tubercular toxin or its antibodies take an active part, but in which the tubercle bacillus, per se, does not participate. These antitubercular amboceptors appear to be united with some active agent which, from Weil's experiments as well as one of our own, would seem not to be of the nature of complement and may perhaps be some ferment body, but hardly anything is known about this part of the subject at present. At all events these amboceptors, with whatever is attached to one end of them, make up the body known by various names-e.g., analphylactin of Anderson but not of Gay and Southard, sensitizin of Weil, sensibilisin of Besredka, allerqin of von P'i.rquet, &c. It is capable of acting upon the anaphylactogen and so of producing anaphylotoxin.
(2) Intestinal Bacterial Product.-By analogy with the cuti-reaction we therefore believe that the causation of acnitis in the present case was the absorption into the general circulation of an unknown bacterial product from the intestinal tract, and that this anaphylactogen, becoming acted upon by an anaphylactin (the sessile antitubercular amboceptors, with whatever is attached to them) in the cells of the epidermis, gives rise to aniap7hylotoxin, which is the causal agent. With regard to this union of some form of bacterial product derived from the intestine with antitubercular amboceptors, it must be remembered that the specificity of anaphylactic reactions is chemical, and not biological as Delanoe's experiments have tended to show. With regard to Delanoe's experiments on anaphylactic shock, Zinsser states on p. 411 of his work on "Infection and Resistance ": " He succeeded in producing shock in tubercle sensitized guinea-pigs witlh comparatively large amounts of typhoid-paratyphoid and other bacilli, and conversely found typhoid sensitized guinea-pigs hypersusceptible to tubercle injections."
We have been unable to trace this reference in the limited literature at our disposal in Khartoum, but Delanoe seems to have obtained anaphylactic shock in guinea-pigs sensitized by Eberth's bacillus by means of choleraic vibrios-e.g., he says:-bacilles d'Eberth. En injectant des doses de vibrions, nous avons observe des troubles anaphylactiques de la plus grande nettetW." It is obvious that had we realized the importance of intestinal absorption before the patient was cured we would have investigated the aerobic and anaerobic flora in his feeces, with a view to attempting to determine the organismii from which the intestinal product was derived, but unfortunately it was not until we were convinced of the efficacy in this case of treatment by intestinal disinfection that it was possible for us to evolve the above theory, and then it was too late for such an inquiry. With reference to this intestinal bacterial product, it is interesting to quote Barth6lem3y. With regard to his third case he says " Au mois de Decembre 1890, MI. Besnier suivit le malade de pr6s, le soumit aux lotions boriquees, aux onctions d'huile pheniquee au 100' et lui administra 2 gr. par jour de salol. Depuis ce temps l'am6lioration apparut trAs nette et persista. Les boutons nouveaux devinrent de moins en moins nombreux, et ceux qui se montr6rent furent aussi avortes, aussi superficiels que possible. Les croatelles skches tomberent, des accumulations epidermiques s'eliminerent; des cicatrices creuses semblerent se combler, d'autres s'amincirent, enfin les taches pigmentees s'attenu6rent. L'6volution de la maladie 6tait a sa p6riode terminale apr6s avoir dur6 environ dix mois. Aujourd'hui 14 janvier 1891, il n'y a plus sur tout le corps que trois boutons en activit6: encore sont-ils exclusivement dermiques."
In this case also intestinal disinfection apparently cured the condition, and is in support of the theory of an intestinal factor, while the work of Lesn6 and Dreyfus has shown that under the influence of slightly abnormal local conditions intestinal absorption can sensitize an animal.
(3) Light Factor.-There appears to be a general consensus of opinion that the seat of election for the eruption is the face and if this is admitted, then the possibility of sunlight as an adjuvant cannot be excluded. It appears to us that this adjuvant acts, like the higher temperatures in Friedberger's experiments, by accelerating the production of anaphylotoxin, which would naturally produce its most marked effect where it was most abundantly and quickly produced. It is possible that it is, as a rule, produced only in small quantity, and slowly, in parts not constantly exposed to light, and this may be associated with the view that anaphylotoxin is an unstable substance, and is readily broken up into less toxic or even non-toxic products.
Hence the reason why the eruption appears in small amount and but seldom on covered parts of the body.
We now turn to inquire whether there are any other diseases which are produced by the action of a chemical substance absorbed from the bowel together with the action of sunlight. The best known example is the disease called faqopy,risrnus, which varies from an erythema to an erysipelatous inflammation of the non-pigmented areas of the skin of sheep, swine, cattle, goats and less commonly horses, associated in bad cases with nerve disturbances wvhen eating buckwheat fodder or trefoil and exposed to strong sunlight. It appears probable that a chemical substance which can be extracted from buckwheat by alcohol enters the circulation and joining with receptors in the cells of the skin produces when acted upon by sunlight an anaphylotoxin in such quantity that it causes the signs and symptoms of the disease.
Thayer, by local cutaneous application of the toxin, has demonstrated that buckwheat hypersensitiveness in man is anaphylactic in nature.
Pellagra can also be explained by the theory of an intestinal toxin uniting with the receptors of the cells of the skin and thus forming a complex which, even in pigmented skin, under the influence of strong sunlight gives rise to an anaphylotoxin whieh acts locally on the skin and entering the general circulation causes the nervous symptoms and perhaps the more marked of those of the alimentary canal. Pellagra however lhas not been studied on these lines, and the above is merely a thieory based on analogy with the aenitis case which we are considering.
PATHOLOGY.
As some of the earliest changes are to be noted in the cells of the deeper layers of the epidermis, it may be that these are, in part at all events, the site of origin of the anaphylotoxin, which in its turn would paralyse the non-striped muscle cells of the wall of the blood-vessels and thus cause their dilatation, but the other changes described above rnay be the reaction of the tissues in their attempt to split up this toxin into less toxic substances, some of which may cause the suppurative changes, while the extent of the eruption imust depend upon the quantity and diffusion of the poison generated.
It is interesting to compare the rise of temperature associated with the onset of the first and second eruptions in our patient with that associated with the severe positive cuti-reaction, as the explanation in all three cases may be the same-viz., that it was due to the production of small amounts of anaphylotoxin or its products entering the circulation.
The whole acnitis process appears to be a complicated anaphylactic or allergic reaction.
DIAGNOSIS.
The cardinal features of the present case appear to be:
(1) The sudden onset.
(2) The distribution on areas exposed to light.
(3) The more or less bilateral symmetry.
(4) The lesions are not follicular, although comedones may be accidentally associated therewith.
(5) A lesion beginning beneath the skin comes up into a brownish red papule which may suppurate. This papule may be absorbed, and if so leaves no scar or pigmented area behind it.
(6) The evidence of the positive cuti-reaction that at some time the man had been infected, probably quite mildly, with the tubercle bacillus.
The differential diagnosis of this case required to be made from (1) Acne vulgaris; (2) acne varioliformis; (3) lupus vulgaris; (4) other papulo-nodular tuberculides-(a) folliclis, (b) acne scrofulosorum, (c) acne cachecticorum; (5) erythema induratum; (6) dermatitis nodosa rubra; (7) drug eruptions; and this we effected in the following manner:-Froin acne vulgaris it could be differentiated by its distribution, by the non-follicular origin of most of the papules, and by the brownish red colour of the papules.
From ac)ie varioliforinis it was diagnosed by noting the brownish red colour of the papule, and the absence of rapid necrosis and of varioliformi scars. From lq)us vulgaris it was separated by observing the absence of lupus nodules, and by its rapid onset as well as the absence of tubercle bacilli as seen microscopically, and by negative animal inoculations.
From folliclis it was recognized by its distribution, and the absence of crusts and ulcers with marked pigmentation and scarring.
From acne scrofulosorumn it was distinguished by the absence of tubercular glands, and by the distribution. From acnte cachecticorumn it was divided by the absence of cachexia in the patient.
With regard to erytheenta induratum the absence of node-like swellings on the limbs and the negative inoculations into guinea-pigs indicated that the patient's. eruption was not this disease. Dermnatitis nodosa rubra is characterized by its unbearable pruritus, and by its wide distribution practically all over the body, both of which signs were absent in our patient.
From drug eruptions a distinction was drawn by the fact that acnitis is essentially papular, and not pustular, though it has pus in many of its lesions. With reference to the pustular drug eruptions the distribution of the acnitis lesions in our case enabled a differential diagnosis to be easily mnade, even before the histology was studied.
TREATMENT.
As we had previously concluded that probably the correct treatment of an early case of acnitis was intestinal disinfection, and as the diagnosis was quite easy ( fig. 1) , as soon as the man was seen he received this treatment on the fifth day of the eruption. He was treated with small doses of calomel every night, followed by salines in the morning, and given cachets of salol with a little bicarbonate of soda three times a day. This treatmnent was followed by a most remarkable improvement in five days. It was then stopped, and in a week the patient was back with a slight recurrence (fig. 2 ) when a further and longer course of treatment led to a complete disappearance of the rash (fig. 3 ), which so far has not recurred. He was also treated locally by the application of a calamnine lotion to the face, neck and hands.
SUMMARY.
Clinically our case agrees well with those described by Tilbury Fox, Crocker, Perry, Galloway, Schamberg and Oliver. It also agrees well with the illustrations given by Barthelemy, by Crocker, by Schamberg, and by Oliver, but it appears to have been less severe, and more restricted in its area of distribution than in Barthelemy's cases. In all these cases the principal site of the disease was the face. The pathological histology as described above is in agreement with the accounts given by Tilbury Fox, Barthelemy, Crocker, Galloway, Pernet, Schamberg and Oliver, but our first sections differ from the others in being obtained in a very early stage of the disease, and hence in giving a clearer view of the sites first affected. As regards the causation Barthelemy drew attention to the presence of an intestinal auto-intoxication, while the maajority of the cases have shown some history of a tubercular taint, either in the family or in the person. When we consider the more modern views as to the infection of children, at all events in Europe, it will be evident that it is difficult to exclude the possibility of the patient's cutaneous cells being sensitized at some time or another by the tubercle bacillus. With regard to the third factor in the causation-viz., sunlight, we have not noted that any other author has laid stress on this point, and we ask the reader to bear in mind that the occasional extension of the eruption to parts of the body usually covered, or to the mucous membrane of the mouth, does not in any way militate against the possibility of this being a causal factor.
We have failed to note that anyone, except Barth6lemy, has attempted treatment by intestinal disinfection, and we are of the opinion that probably the remarkable success of this method of therapy in our case may be due to the fact that he was treated from the fifth day of the appearance of the eruption.
The analogy of this complaint with fagopyrismus and pellagra as regards the mechanism of the causation (excluding, of course, the tubercular receptors, and substituting those normally present in the cutaneous cells, at all events in the case of fagopyrismus, and probably also in pellagra) appears to be interesting.
It is not possible, in an Egyptian soldier, to attempt to trace out any family anaphylactic history on the lines ofthe valuable work of Cooke and Vander Veer on " Inheritance in Human Sensitization," but it is obvious that such a study when possible might lead to interesting results.
To summarize, we look upon acnitis as an eruption caused by a poison generated under the influence of sunlight by cutaneous cells sensitized to the tubercular virus, and attacked by the products of an intestinal auto-intoxication, the whole process being anaphylactic in nature, and the obvious line of treatment being that directed against the intestinal auto-intoxication in very early stages of the complaint.
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